of Diseases (ICD-10), to be published in 1992.' However, it is used in ICD-92 and in the Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R). It still has an established place in psychiatric parlance, indicating the presence of hallucinations, delusions or certain types of abnormal behaviour, namely, gross excitement and over-activity; severe, prolonged, social withdrawal; marked psychomotor retardation and catatonic behaviour. Its use does not imply either greater severity, although this is often the case, or impairment of insight or reality testing. With these reservations, it is permissible to refer to a group of adolescent psychoses. Categories of psychoses in ICD-9 include those with origin specific to childhood, principally infantile autism, but this condition is viewed currently as a pervasive developmental disorder and no longer a form of childhood psychosis. This review is concerned chiefly with schizophrenia, schizotypal disorders, drug induced psychoses, and affective disorders arising in adolescence.
There is no unique adolescent psychosis and the view that 'adolescent turmoil' represents a 'normal psychosis' is outdated.4 Instead, adolescent disorders need to be seen in the context of all psychoses occurring in children and adults, and it is generally accepted that adult diagnostic criteria are applicable. Never provided the operational policy is planned for their reception. All staff in adolescent services should be able to cope with the ambiguity created by the uncertain causation of the psychoses, the need for empirical treatment, and the prospect of poor outcome. Early identification and diagnosis is essential and prognostic pointers need to be taken seriously. Overoptimism about outcome, because adolescence is a time of change, can be misplaced.
Adolescent services should give priority to the management of psychotic disorders and no adolescents, under the age of 16 years at least, should be admitted to adult mental hospitals because of lack of facilities or unduly selective admission policies of available adolescent units. Adolescents who relapse or deteriorate insidiously and are destined to become 'new chronic' patients need special attention, in hospital and the community, because existing continuing care and rehabilitation facilities are inadequate. Research priorities include both prospective studies to clarify the natural history and to establish predictors of outcome and the investigation of precursors of adult onset disorders.
